In this short story, through a challenging case where his sound diagnostic work has seemingly gone unrecognized, an internist is reminded of what is most important in clinical care.
I
was quite full of myself, especially for 4:30 in the morning. The doctor in the emergency department had just called me back to report on the patient I had urgently referred late the previous evening.
"You were right," he began. (Not exactly the standard preamble.) "He has an epidural abscess. A big one. Looks like a psoas abscess and possibly a vertebral osteomyelitis, as well. He's been admitted to neurosurgery. They said they'll try to drain it percutaneously first, but who knows? The neurosurgeon said if it had gone on much longer, he could've ended up paralyzed. You know, we saw him here a week and a half ago-scanned him then, too. Nothing. You saved his butt. Good pickup." I thanked him, then demurred. I mumbled something about tincture of time and about how the patient had experienced 10 straight days of persistent back pain and a temperature of 99.2 by the time I saw him. But in truth, I was proud of myself.
My wife, lying on her left side facing away from me, had been awakened by my chatter. Without moving, she asked, "What was it?" "Epidural abscess," I replied, lying on my back, trying not to sound pleased.
She rolled over, gave me a peck on the cheek (actually, more on the side of the head), then rolled back to her previous position.
"Good work," she said.
On Monday morning, when I walked into my office, I was still basking in the glow of my recent astute diagnosis. I asked my nurse to call the hospital and request an update from the inpatient service while I saw my first patient of the day.
Later that morning, between patients, my nurse knocked at my door, opened it slightly and handed me some faxed sheets, stapled together, through the opening.
"Admission note on Mr. X," she said, then closed the door.
I tossed it into my 'in' box (the left hand side of my desk) and continued the dictation I had been working on. Soon, though, I paused my dictation and picked up Mr. X's admission note out of curiosity. How had my keen diagnostic acumen been recorded?
The History of Present Illness began by recounting the patient's initial symptoms and first visit to the ER in an essentially accurate if rote manner. But reading on, about halfway through the HPI, my eyes nearly jumped out of my skull. I gasped in disbelief. It read:
The patient states that his doctor called him later that night to check on him, and he told his doctor that his pain was no better. At that point, the doctor mentioned it could be an infection. He then suggested the patient go to the ER, to get his pain under better control.
"What?" I said aloud, though I was alone in the room. I could feel my face flush and my hands began trembling slightly with agitation. Not only was that account inaccurate, it made me look like an idiot. "That's bull," I whispered to myself, though in actuality, I was addressing Mr. X. "As soon as I finished examining you, I told you that your spine needed to be scanned immediately. You wouldn't even agree to go to the ER at first, so I ordered those labs to get some more ammunition. I stayed late that night, made sure I got all the results, made sure nothing got overlooked. When the white count and the sed rate came back high, I called you up right away and told you to get yourself into the ER. You'd taken the pain meds and gone to work, even though I'd told you to stay home. When I explained the test results to you, you told me that the pain meds hadn't helped, but that you didn't really want to go in, even though we had already agreed you would go if the tests were abnormal. I had to convince you it was a real emergency and practically beg you to go in! Sure, when you pressed me, I admitted I wasn't 100 percent sure it was life threatening, but how could I be? I wasn't going to lie to you. And sure, I told you they could help better control the pain, but that was primarily to get you to go to the doggone ER." I halted my internal diatribe, dragged my fingers through my thinning hair, and tossed the note, blank side up, into my 'out' box (the right side of my desk). I sighed and went to see my next patient.
That night, I climbed into bed, the light already off, and lay on my back, staring up at the ceiling. I had come home after the kids had gone to bed, and had been sullen and uncommunicative the remainder of the evening. My wife, already in bed, lay on her left side, facing away from me.
"Good night," she said.
"Night," I replied.
"What's the matter with you tonight, anyway?" she added, without moving.
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"What probably happened," she explained calmly, "is that either the patient misinterpreted something you said to him, or else the intern, or whoever took the history, misinterpreted something the patient told them."
I knew she was right, but it didn't relieve my annoyance.
"What really bugs me," I complained, "is that in primary care, you don't get many opportunities like this. You have to sort through one after another after another relatively benign-sometimes completely imaginary-complaint for each one of these ticking time bombs. And you're never supposed to miss it when one comes along! I mean, does anyone realize how many run-of-the-mill bad backs come through my door for each case like this? The signal-to-noise ratio is terrible." "Don't I know it," she replied.
"And then you do your job, you really get one right, you genuinely help someone and they don't even recognize it. I mean, that guy could be paraplegic right now. Or worse. That ER doctor was right: I saved his…I saved his butt."
"Yes, you did," she agreed. "And that's what matters. It's not about you. It's about him. You took good care of him." I sighed.
She rolled over, kissed me in the same spot she had the other night, then rolled back to her previous position.
